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Introduction
Iliac artery ureteric fistula is a rare entity that can arise
in several situations including degenerative iliac artery
disease,1 previous vascular reconstruction procedures,2
extirpative surgery for pelvic or abdominal malignant
disease,3 pelvic irradiation, ureterolithiasis, urinary di-
version procedure,4 extensive ureteric mobilisation and
prolonged indwelling ureteric stent.5
The characteristic symptom is intermittent episodes
of haematuria which can be life-threatening. Diagnosis
can be difficult and urinary imaging techniques can be
misleading. We describe an unusual case of right iliac
arterio-ureteric fistula in a patient who had a previous
left nephrectomy and left above-knee amputation.
Case Report
A 71-year-old male presented with intermittent epi-
sodes of haematuria and clot retention. Seventeen
years previously he had an abdominal aortic aneurysm
repair using an aorto-bi-iliac graft. Nine years later he
Fig. 1. Angiogram showing the previous crossover graft, the falsepresented with left ureteric obstruction and a non-
right iliac artery aneurysm and the arterio-ureteric fistula.functioning left hydronephrotic kidney. The suspected
cause of the hydronephrosis was the development of
were employed to salvage his only kidney. The situ-a false aneurysm at the bi-iliac junction. He underwent
ation was further complicated by a myocardial in-left nephrectomy. Six year later, he developed right
farction. Later, he developed a left iliac arteryhydronephrosis. Insertion of a right nephrostomy tube
anastomotic aneurysm. There were no clinical signswas complicated by haemorrhage.
of infection. Open repair with an end-to-end decronAngiographic embolisation of the bleeding arterial
graft was carried out.branch and right ureteric endoluminal double-J stent
A fistula developed between the small bowel and
the aneurysm sac. Resection anastomosis of the fistula
bearing segment of the small bowel was performed.
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level of the fistula. The balloon was inflated up to 8
atmospheres.
Completion angiography confirmed satisfactory po-
sition of the stent and obliteration of the fistula (Fig.
2). Total time of the operation was 30 min under cover
of prophylactic antibiotics, intravenous cefuroxime
and metronidazole. Postoperatively his haematuria
resolved and he was discharged 3 days following the
procedure. He remains well at the time of presentation
of this report.
Discussion
Arterio-ureteric fistulae are a rare cause of haematuria
which can be life threatening. Treatment of such
fistulae is challenging. This case was particularly crit-
ical as the patient had multiple operations including
left nephrectomy and vascular reconstruction. Open
repair in such cases is technically demanding and
associated with high morbidity.6 Coil occlusion of both
ends of the iliac artery in the region of the false
aneurysm combined with an axillo-femoral bypass
was an alternative option, but would have resulted in
complex flow pattern prone to further complications.
Endolumenal repair using stent graft,6 as used in this
case, offers a safe and less invasive option for man-
agement of both vascular and ureteric injuries of iliacFig. 2. A plain X-ray showing the vascular stent (arrow) and the
ureteric J stent in place. arterio-ureteric fistula.
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